Introduction
============

The term, dysphagia aortica, has been used to describe difficulty in swallowing caused by external compression of esophagus from an ectatic, tortuous, atherosclerotic or aneurysmal aorta. This entity is a rare condition and usually associated with old age, women with short stature, hypertension and kyphosis.[@B1] To date, only 1 case has been recorded in South Korea.[@B2] We, herein, report an additional case of dysphagia aortica aggravated by wearing the abdominal binder in a 70-year-old woman and review the literature pertaining to this condition.

Case Report
===========

A 70-year-old woman visited to our department with a 3-month history of progressive dysphagia. She complained of mild nausea but no vomiting, abdominal pain or weight loss. She had mild dysphagia for 5 years but the severity of dysphagia did not worsen with time. Her past medical history revealed that she had been diagnosed with essential hypertension and spondylopathy. She developed low back pain due to spondylopathy, 4 months ago and was wearing the abdominal binder for relief of pain. Physical examination was revealed unremarkable. Her hematological and biochemical investigations were within normal range. Upper gastrointestinal endoscopy showed a pulsatile extrinsic compression at about 40 cm from incisor ([Fig. 1](#F1){ref-type="fig"}). The underlying esophageal mucosa appeared entirely normal. Endoscope was introduced through the narrowing lumen with mild resistance. An upper gastrointestinal barium study showed the extrinsic indentation of distal esophagus and mild passage disturbance ([Fig. 2](#F2){ref-type="fig"}). The chest computed tomography showed the enlargement of left atrium and tortuous thoracic aorta with mild compression into adjacent esophagus ([Fig. 3](#F3){ref-type="fig"}). Esophageal manometry revealed a localized high pressure barrier with superimposed vascular pulsation seen in only 1 transducer ([Fig. 4A](#F4){ref-type="fig"}, arrow). The site of localized high pressure barrier was consistent with the site of luminal narrowing at endoscopic finding. And also, intermittent interruption of peristalsis (50% nontransmitted contraction) and low amplitude of esophageal body were noted ([Fig. 4A](#F4){ref-type="fig"}, arrowhead). However, manometry showed more improvement of peristaltic swallow activity and amplitude of esophageal body after taking off her abdominal binder ([Fig. 4B](#F4){ref-type="fig"}). We instructed her to taking off the abdominal binder at meals for relieving dysphagia symptom. After modification of her diet and taking off the abdominal binder at meals, dysphagia was partially improved 2 months later.

Discussion
==========

Dysphagia aortica is an uncommon type of dysphagia that is caused by extrinsic mechanical compression of esophagus due to an ectactic, tortuous, atherosclerotic or aneurysm aorta. Extrinsic compression causing esophageal dysphagia is also caused by numerous clinical entities, including cervical osteophytes, intrathoracic vascular anomalies (dysphagia lusoria), mediastinal tumors and an enlarged left atrium.[@B3]-[@B7] In our case, the chest computed tomography showed the enlargement of left atrium and tortuous thoracic aorta with mild compression into adjacent esophagus.

Dysphagia aortica is classically seen in elderly women with short stature, hypertention and kyphosis.[@B1] Our case was a 70-year-old woman with short stature (153 cm) and hypertension.

The clinical symptoms of dysphagia aortica resemble those of esophageal malignancy or esophageal motility disorders. Also, symptoms of dysphagia aortica are usually mild and indolent. Therefore, primary diagnosis of dysphagia aortica is very difficult. Our case had mild dysphagia for 5 years but the severity of dysphagia did not worsen with time. However, we could diagnose the dysphagia aortica due to aggravation of dysphagia symptom after wearing the abdominal binder. Therefore, a high index of clinical suspicion is important in identifying patient with dysphagia aortica.[@B8] And the dramatic difference in the prognosis and treatment between esophageal malignancy or esophageal motility disorders and dysphagia aortica stresses the importance of differential diagnosis of dysphagia.

There is no gold standard diagnostic procedure for dysphagia aortica. In previous reports, the diagnostic approach of dysphagia aortica includes standard chest radiography, chest computed tomography, barium swallow test and esophageal manometry. In our case, all diagnostic procedures were done. The findings of diagnostic procedures were similar with those of previous reports.[@B1],[@B9],[@B10]

Esophageal manometry of our case revealed a localized high pressure barrier with superimposed vascular pulsation, intermittent interruption of peristalsis and low amplitude of esophageal body.[@B10] However, intermittent interruption of peristalsis and amplitude of esophageal body were improved after taking off her abdominal binder. It is possible that wearing the abdominal binder may promote intra-abdominal pressure. Extrinsic abdominal compression may lead to a simultaneous increase of pressure in the stomach, LES and esophagus (common cavity phenomenon).[@B11] So, the increase of abdominal pressure may lead to retard peristaltic swallowing activity. And, also, the increased abdominal pressure may lead to subsequent relaxation of the lower esophageal sphincter, thus facilitating abnormal reflux.[@B12] So, her abdominal binder may play a role in causing previously subclinical extrinsic compression of esophagus to become symptomatic.

The treatment of dysphagia aortica depends on the severity of symptoms. Most cases are mild in nature and can be treated conservatively. Many surgical procedures have been described for the management of severe cases.[@B1] In our case, dysphagia symptom was improved by modification of diet and taking off the abdominal binder at meals.

In summary, first, dysphagia aortica, despite its rarity, should be considered in the differential diagnosis of dysphagia. Second, to wear the abdominal binder affects the esophageal motility by increasing the intra-abdominal pressure.
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![Upper gastrointestinal endoscopic finding. Endoscopy shows a pulsatile extrinsic compression at about 40 cm from the incisor. The underlying esophageal mucosa appears entirely normal. Endoscope has been introduced through the narrowing lumen with mild resistance.](jnm-16-323-g001){#F1}

![Upper gastrointestinal barium study. An upper gastrointestinal barium study shows the extrinsic indentation of distal esophagus (arrow) and mild passage disturbance.](jnm-16-323-g002){#F2}

![Chest computed tomography (CT). The chest CT scan shows the enlargement of left atrium and tortuous thoracic aorta with mild compression into adjacent esophagus (arrow).](jnm-16-323-g003){#F3}

![Esophageal manometric findings. (A) Esophageal manometry reveals a localized high pressure barrier (arrow) with superimposed oscillations synchronous with aortic pulsating typically seen in only one transducer. And also, intermittent interruption of peristalsis of (50% nontransmitted contraction) and low amplitude of esophageal body are noted (arrowhead). (B) Manometry shows more improvement peristaltic swallow activity and low amplitude of esophageal body after taking off her abdominal binder.](jnm-16-323-g004){#F4}
